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February 2010524 AbstractsSummary: A substantial number of secondary interventions are per-
formed in patients who have undergone endovascular aneurysm repair
(EVAR). Rates of secondary intervention range from 10% to 18%, with most
problems addressed with endovascular procedures. The authors sought to
determine the indications for secondary interventions after EVAR in their
institution and the effect of these interventions on long-term survival.
From January 1997 to December 2007, 832 patients underwent
EVAR. All grafts placed in this study were Food and Drug Administration
approved and included the Cook Zenith graft, Gore Excluder, Medtronic
AneuRx graft, and the Endologix Powerlink graft. Grafts were placed by
vascular surgeons in the operating room using fixed imaging assistance. (The
article did not specify who performed catheter-based secondary interven-
tions.) Patients undergoing secondary interventions were stratified accord-
ing to indications and the specific nature of the secondary intervention and
treatment. Study end points were aneurysm-related and overall survival, and
freedom from secondary intervention. At a mean follow-up of 35 months,
91 patients (11%) underwent 131 secondary interventions. There were no
demographic features that predicted the need for a secondary intervention.
The 5-year survival from secondary interventions was 80%, and 76% of the
secondary interventions were accomplished with a catheter-based approach.
Secondary interventions were successful80% of the time for all indications
except type II endoleak, where the initial secondary intervention was suc-
cessful only 34% of the time. Multivariate analysis predicting secondary
interventions identified aneurysm sac size 5.5 cm (odds ratio, 2.1; P 
.004) and preprocedure coil embolization of hypogastric or inferior mesen-
teric artery (odds ratio, 2.1; P  .008) as predictors of secondary interven-
tions. The 5-year actuarial survival was 70% and aneurysm-related survival
was 97.5%. There was no survival difference in patients who underwent
secondary interventions compared with those who did not.
Comment: This is a large series of EVARs from an institution known
for excellence in treatment of aneurysm disease. The authors report a rate of
secondary interventions is in the low range of those previously reported.
There is no obvious explanation for this in the data presented. Clearly,
secondary interventions after EVAR are at the discretion of the attending
surgeon, and some centers will have a more conservative approach than
others. It is interesting to note that an aneurysm 5.5 cm was associated
with an increased need for secondary interventions. A cynic might point out
that secondary interventions are more common when EVAR was actually
indicated in the first place!
The article would have been strengthened by more details regarding
patient follow-up. We do not know how many of the patients in this series
were followed per protocol, how many computed tomography scans were
performed per patient, or how many patients were lost to follow-up. It
perhaps would have been preferable to report the rate of intervention as a
function of patient-years of follow-up. Overall, the data again suggest thesafety of EVAR and its effectiveness in preventing aneurysm-related death.
Rates of secondary intervention seem reasonable from what we have come to
expect. The rate of secondary interventions in any series will depend on the
completeness of follow-up of the patients, per protocol follow-up of pa-
tients, the number of patient-years of follow-up, and individual surgeon
threshold for performing secondary interventions.
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Conclusion:There is no causal relationship between significant carotid
stenosis and stroke after cardiac surgery.
Summary: There are potentially multiple mechanisms for stoke after a
cardiac surgical procedure, including carotid artery stenosis, cardiac arrhythmia,
aortic atherosclerosis, transient hypercoagulable states, and hypertension. These
multiple and often coexisting causes make studying the mechanism of stroke
after cardiac surgery difficult. Estimates are that in 2001, 5000 combined
cardiac and carotid operations were performed in the United States (Neurology
2007;63:195-97). Recent analyses suggest increased stroke and death after
combined procedures (Neurology 2007;68:195-7; Neurology 2005;64:1435-7).
In this study of 4335 patients undergoing coronary artery bypass grafting or
aortic valve replacement, or both, the authors sought to define the incidence
and arterial distribution of stroke after the procedure.
Clinically definite stroke on the same hospital admission was detected
in 1.8% of patients. Only 5.3% of these strokes were of large vessel type, and
76.3% occurred in patients without significant carotid stenosis. In 60% of
patients, strokes visible on computed tomography scanning were not con-
fined to a single carotid artery distribution, and 95% occurred without direct
correlation to a significant carotid stenosis. Patients who underwent com-
bined carotid and cardiac operations had an increased risk of postoperative
stroke than did patients with similar degrees of carotid stenosis but who did
not undergo a combined procedure (15.1% vs 0%; P  .004).
Comment: A randomized trial exploring the efficacy of combined
cardiac and carotid surgery is never going to happen. Such a trial would
require too many patients and have a prohibitively high cost. Case series such
as this, although not ideal, are therefore going to remain the only source of
information upon which practitioners can base the decision about whether
to perform cardiac and carotid procedures at the same setting. The data
suggest that such a tactic is actually harmful to patients. The authors point
that if one assumes 5000 combined carotid endarterectomies and cardiac
operations are performed annually in the United States, avoidance of these
combined procedures could prevent nearly 500 postoperative strokes each
year after cardiac surgery!
